I am writing with respect to the update on post-tonsillectomy hemorrhage by Windfuhr and Ulbr ich that appeared in the November issue (Ear Nose Th roat J 200 I ; 80:790, 798, 800, 802) .
I read the statistics on primary post-tonsillectomy hemorrhage with some degree of disbelief. In my trainin g program , it was generally understood that post-tonsillectomy hemorrhage durin g the first 24 hours postoperatively was co nsidered to be a foreseea ble complication and that it frequently occ urred as a result of inadequ ate surgical techniqu e. Sec ondary hemorrhage, which typically occ urs between postop erative days 4 and 9, was considered to be relatively unavoidable . I was rather shocked, then , to read in Windfuhr and Ulbric h's article that two-thi rds (I I of 16) of their patients who req uire d treatment for post-tonsillectomy hemorrhage needed it during the first 24 hours after surgery.
I am one of six surgeo ns in my pract ice and I have discussed this finding with my partners. I can state with confidence that the rate of primary hemorrhage is much lower than the rate of seco ndary hemorrhage after tonsillectomy. Th is was also universally the case dur ing my trainin g, and it has been the experience of other surgeo ns with whom I have discussed this issue. I have seen perhaps only one patient of my own during the past 9 years who had a post-tonsillectomy hem orrhage durin g the first 24 hour s that required treatment.
I was also surprised to read that in a series of 602 patie nts, two patients required ligation of the exte rna l caroti d artery beca use of blood loss. In reviewing our experience with the other surgeons in my prac tice, we could recall only one case in which a patient require d external caro tid ligat ion, and that case occ urred at least 25 yea rs ago. Since then , we have compi led at least 120 yea rs' wort h of cumulative prac tice experience and performed thousands of tonsillectomies-none of which required such an intervention .
I realize it is difficult to draw any statistica l conclusions fro m an incidence of only two episodes of caro tid ligation among 602 patients. Thi s might mere ly represent a case of bad luck . Howev er, I believe that the significant inciVolume 81, Number 9 dence of primary post-tonsillectomy hemorrhage, and perhaps the need for external carotid ligation, point to a potential prob lem with the degree of hemostasis that was achieve d durin g the original tonsillectomy. The authors write that no electrosurgical mea ns of achiev ing hemostasis was req uired. Perhaps a limited, judicious use of intraoperative cautery would have prevented some of the problems with early post-tonsillectom y hemorrhage.
In conclusion, I take issue with Windfuhr and Ulbrich 's contenti on that prim ary post-tonsillectomy hemorrhage is generally considered to be more common than secondary hemorrh age. Prim ary hemorrh age was practically unheard of where I trained, and it has been exceedingly uncomm on in our group practice. I would be interested in any comment on these observat ions.
James A. Geraghty, MD Peoria Ear, Nose, and Throat Group Peoria, III.
Dr. Windfuhr responds:
Our study was undertaken to evaluate the incidence of delayed hemorrh age in patients who underwent tonsille ctomy in our department. We chose a follow-up period of 3 month s so that we might include all patient s with posttonsillectomy hemorrhage, including those whose hemorrhages occ urred more than 10 days postoperatively . In recent yea rs, seve ral patients who had undergone tonsillectomy elsew here required surgical treatment for postoperative hemorrhage under genera l anesthesia in our emergency department.
It might be that the small number of patients (602) in our study led to a statistica l bias. Our latest co ntributio n to EAR, NOSE& THROAT JOURNAL, which appears in this issue (page 626), concerns the incidence of post-tonsillec tomy hemorrh age in 4,848 adults and childre n. Th is study confir med what we previously reported in our earlier article: primary hemorrhage was clearly more commo n than secondary hemorrh age in both age groups.
Based on his clearly broad clin ical experience, Dr. Geraght y is skeptical of the high rate of primary hem orrhage that we reported in Novemb er. However , there is no LEDER TO THE EDITOR consensu s in the literatur e regardin g the relative incidenc e of prim ary and secondary hem orrh age. Some authors have publ ished reports in which prim ary hemorrhage was more common, some have reported that it was less common, and some have reported that rates were similar.* (Comparisons are also hind ered by the fact that there is no common definition of post-tonsillectom y hemorrhage.) Lee reported a study of more than 3,000 patient s in which 23 experienced primary hemorrhage and 48 experienced secondary hemorrhage; none of the latter group required surgical treatment, but 19 of the former group did (J Otolaryngol 1985; 14:176-8 ) . Since we included in our results only those patients who se posttonsillectomy hemorrhage required surgical treatm ent under general ane sthesia, Lee's findin gs were con sistent with ours. But if one looks at only the total numb er of postoperati ve bleed s regardless of the need for intervention , Lee 's findings more closely parallel the experience of Dr. Geraght y.
The incidence of prim ary hem orrhage is genera lly considered to be associated with the techni cal aspects of the surgery-specifically with the type of hemostatic techn ique. Mo st ton sillectomi es in our clinic are performed by superv ised ENT surgeo ns in trainin g. Dr.
Geraghty suggests that primary hemorrh age might be the result of a technical failur e on the part of the surgeon.
However, it has not been shown that the level of the surgeon ' s training is an independent risk factor for primary hemorrhage. Although one might expect that tonsillectomies performed by surgeons in training would result in a higher rate of complications, this has not been shown to be the case.
The overall rate of complications in our pro specti ve study repo rted in the Nov emb er issue (16/602; 2.66 %) was identical to the rate reported in our retrospecti ve study publi shed in the current issue ( 129/4,848; 2.66%).
Rates reported by others range fro m 0.3 to 6.1%.
Dr. Ulbrich and I strongly agree with Dr. Geraght y that the rate of ligation of the externa l carotid artery in our pro specti ve study was unusually high. However, one of the two patients in our prospecti ve study who experienced post-tonsillectomy hemorrhage several weeks after surgery was one of ten patients in whom the indic ation for tonsillectomy was the presence of cancer. In our latest contribution, we excluded patients with this indic ation. The other pat ient in our earlier study who ultimately 666 requ ired ligation of the external carotid artery had a history of post-trauma splenectomy and had expe rienced an unusual degree of intrao pera tive bleed ing that requ ired an unusual numb er of sutures. In the judgment of the senior surgeon, the inte nsity of the bleedin g 5 days after surgery was such that electros urg ica l means were inadequ ate, and the onl y app ropri ate treatm ent left to us was ligation of the extern al carotid artery. Another surgeo n might have tried to embolize the bleeding vessel via interv entional radiology, but a faci lity for doing so is not available at our hospital. Ligation of the external carotid artery is the last resort in our mana gement protocol. We believe that the unu sually high incidence of such ligation in our prospecti ve study represent ed, as Dr. Geraghty sugges ted, simple bad luck.
Our method of achieving hemostasis without electrosurgical means might influence our rate of both primary and seco ndary hemorrhage. Some authors have found a relationship bet ween primary hem orrh age and suture ligation as we ll as between seco ndary hem orrh age and electros urgery , and they concl uded that the use of elect rocautery decreases the incidence of primary hem orrh age. Con versely, Mutz and Sim on (Wien Klin Wo chen schr 1993;105 :520-2 ) and Myssiorek and Alvi (Int J Pedi atr Otorhin olaryn goI1 996 ;37:35-43) primarily used electrosurgical mean s, and they rep orted a higher rate of secondary hemorrh age. Oth ers found no statistically significant differenc e between the two method s.
We greatly appreciate Dr. Geraghty 's constructive remark s. We hope that our reply will to some extent lessen the degree of his disbelief in our result s. Obviously , the fact that our result s differ from those of other studies doe s not mean that our dat a are unreliable; rath er it suggests that more studies are ind icated. In fact, we are planning
another prospectiv e study of bipolar elec trocautery for hem ostasis to ex plore its influence on the rate of prim ary hemorrhage.
